Topic: Stress, Psycho-Social and Cultural Aspects of Heart Disease Purpose: To study the relationship between cardiologists' communication styles and adherence to treatment in patients after coronary artery bypass grafting. Methods: 366 male patients (aged 41 to 77 years) with stable angina pectoris were recruited in the study. The patients were examined 5-7 days before coronary artery bypass grafting (CABG) and 6 months after it. Cardiovascular risk factors and the adherence to treatment were assessed before CABG and 6 months after CABG. All patients were surveyed using the Leontiev communication style questionnaire to assess the communication style of the attending cardiologists. Results: All the patients (n=366) were divided into 3 groups using the cluster analysis. Patients (n=90) who assessed the cardiologist's communication style as aggressive were assigned to Group 1, those (n=114) who supposed the communication was passive were assigned to Group 2, and those patients (n=162) who defined cardiologists' communication style as assertive were enrolled in Group 3. Six months after CABG, the number of smoking patients significantly decreased in the group with assertive communication between the cardiologists and patients (from 49 (30%) to 36 (22%), p=0.04), whereas in the groups with passive and aggressive communication a tendency towards its reduction was defined (from 36 (31%) to 29 (25%) vs. from 23 (26%) to 19 (21%), respectively). Six months after CABG, the body mass index (BMI) Topic: Public Health and Health Economics -Other Background:Burnout among physician is a growing and widespread phenomenon that seriously affects various aspects of healthcare delivery. A growing number of studies suggests that it significantly impacts quality of patient care and safety, thus an accurate estimation of its links with self-perceived medical errors could prove useful in employing more effective strategies for preventing adverse events and patient safety improvement. Purpose:To examine and quantify an overall effect of burnout on self-perceived errors among physicians. Methods:The MEDLINE, PubMed, Web of Science, Scopus and Google Scholar databases were searched until September 30, 2018 using various combinations of key terms: burnout, error, patient safety, quality of care. Reference lists of selected studies were hand-searched. The inclusion criteria focused on prevalence of burnout among physicians and their selfreported errors in quantitative, observational studies that measured prevalence of selfreported errors in relation to physician burnout. The measure for burnout was presence or lack of overall burnout and the measure for error was its self-reported incidence. We used Odds Ratio (OR) with 95% CI in the statistical analysis.
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1 National Institute of Geriatrics Rheumatology and Rehabilitation, Warsaw, Poland Topic: Public Health and Health Economics -Other Background:Burnout among physician is a growing and widespread phenomenon that seriously affects various aspects of healthcare delivery. A growing number of studies suggests that it significantly impacts quality of patient care and safety, thus an accurate estimation of its links with self-perceived medical errors could prove useful in employing more effective strategies for preventing adverse events and patient safety improvement. Purpose:To examine and quantify an overall effect of burnout on self-perceived errors among physicians. Methods:The MEDLINE, PubMed, Web of Science, Scopus and Google Scholar databases were searched until September 30, 2018 using various combinations of key terms: burnout, error, patient safety, quality of care. Reference lists of selected studies were hand-searched. The inclusion criteria focused on prevalence of burnout among physicians and their selfreported errors in quantitative, observational studies that measured prevalence of selfreported errors in relation to physician burnout. The measure for burnout was presence or lack of overall burnout and the measure for error was its self-reported incidence. We used Odds Ratio (OR) with 95% CI in the statistical analysis. Results:Of the 8257 records identified, five studies including 8556 physicians (average age of 51 years old). were included in the meta-analysis (Tab. 1). The overall effect of burnout on self-reported errors was 3.55 (OR; 95% CI, 2.30-5.48) for burnout vs non-burnout physicians. In none of the analysed studies was the effect of overall burnout neutral or negative (Fig. 1) . Conclusion:This meta-analysis provides evidence that physician burnout increases the likelihood of errors among physicians. These errors are very frequent and seriously affect patient safety at hospitals. The results suggest that it may be one of the key aspects in terms of patient safety and quality of care and should be elevated to a priority in patient safety improvement programs and policies. (CHD) . The Dutch population-based Risk Or Benefit IN Screening for CArdiovascular disease (ROBINSCA) trial incorporates CAC quantification as screening modality to identify individuals at high cardiovascular disease (CVD) risk. This study provides an overview of the CAC prevalence with its predictors in the Netherlands. Methods: CAC scores were measured using Computed Tomography scanning in 12,950 asymptomatic men (aged 45-74 years) and women (aged 55-74 years). Absolute distributions by sex, age and education were calculated and a two-step regression approach was used to identify relevant predictors. Results: Of the 12,950 participants, 48.1% was female and median age was 62 years. CAC was absent in 39.2% and an increased CAC score (Agatston!100) was found in 24.0% of the individuals. Lower CAC prevalence was seen in women, younger individuals and higher educated individuals. A prediction model for the presence of CAC showed age per 10 years (odds ratio (OR) 3.02; 95% confidence interval (CI) 2.81-3.22), diabetes mellitus (OR 1.87; 95% CI 1.44-2.44), family history of CHD (OR 1.60; 95% CI 1.47-1.75) and smoking (OR 1.56; 95% CI 1.42-1.78) as strongest predictors. Male sex (coefficient 0.74; 95% CI 0.65-0.82), age per 10 years (coefficient 0.66; 95% CI 0.60-0.72) and diabetes mellitus (coefficient 0.42; 95% CI 0.24-0.61) were the strongest predictors in a model for the extent of CAC. Conclusions: CAC prevalence has a characteristic distribution and baseline characteristics give an impression of the CAC distribution in asymptomatic persons in the Netherlands. Future results of the ROBINSCA trial should demonstrate the potential effect of using CAC screening in reducing CVD-related morbidity and mortality.
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Patterns of illness perceptions in patients with coronary heart disease following hospital discharge: EUROASPIRE V collaborative study perceived symptom burden, 'Timeline'; perceived illness trajectory acute-chronic, 'Control'; perceived personal control and treatment control, 'Cause'; perceived causal factors, 'Consequences'; perceived consequences of illness, 'Illness concern'; perceived concern; 'Coherence'; perceived level of understanding and 'Emotional representation'; perceived emotional impact of the illness. IPs are important because they drive coping responses, psychological well-being, prevention behaviours, medication adherence and cardiac rehabilitation attendance. Purpose: To assess IPs in chronic CHD patients across 12 European countries and the extent to which sociodemographic variables (Self-reported income, gender and age) explained observed IPs differences. Methods: As part of the EUROASPIRE V conducted in patients admitted to hospital 6-24 months earlier, 3408 participants (76% male, mean age 64 years) completed the brief illness perception questionnaire (B-IPQ) and the Health Literacy Questionnaire (HLQ SCALE 9).
Results: Multivariate analysis with additional adjustment for educational level demonstrated that female patients had significantly higher IP scores for identity (p=0.003), consequences (p=0.001), illness concern (p<0.0001) and emotional representation (p<0.0001). Age at the time of interview proved inversely related to identity (p=0.02), illness concern (p<0.0001) and emotional representation (p<0.0001). Patients declaring their income level as low scored significantly higher on all IP dimensions except for timeline (p=0.06) and coherence (p=0.06). Apart from a significant decrease with age, health literacy scores were found to significantly lower in patients with low income (p=0.0004). The most frequently perceived cause for CHD was genetics/family history (19%). Over 18% reported that they did not know the cause of their CHD. Conclusions: To our knowledge, this is the largest survey of IPs for CHD patients. On average, participants reported moderate to low levels of symptoms, high levels of control (personal and treatment) and coherence (understanding), with a realistic timeline for CHD. However participants with more negative emotional representations were more likely to be female or report a lower income indicating a need for focused support in secondary prevention interventions. Funding Acknowledgements: GOED Omega-3 funded a meta-analysis used as an example in the current work. DSM Nutritional Products (UK) provided funds for travel. Topic: Research Methodology -Other Background: Much of the debate surrounding meta-analyses arises from the custom of reducing all evidence to one estimate of effect size. However, there is another way to quantitatively synthesize study results. In 1992, Donald Rubin proposed that, rather than meta-analysing studies to obtain one averaged effect size, we should be estimating an effect-size surface. This approach embraces statistical variation as a window to biological heterogeneity. Expanding on this idea, an effect-size surface that is a function of known modifying factors presented with corresponding prediction surfaces would accommodate a more nuanced interpretation of the evidence with added clinical utility. Purpose: To illustrate the creation and utility of effect-size surfaces with accompanying prediction intervals using two meta-analyses of long-chain omega-3 fatty acid supplementation as examples.
Methods: Examples included a meta-analysis on biomarkers of cardiovascular disease (CVD) and a recent Cochrane review on CVD outcomes. Both studies were measuring the effect of omega-3 fatty acid supplementation. Scientifically relevant characteristics such as dose, age, and CVD risk were compiled from the studies included in those meta-analyses. Multiple linear regression was used for continuous outcomes and generalised linear models for binary outcomes. The effect-size surface and prediction surfaces were created using these models. Results: Meta regressions included at least two continuous variables for all outcomes. Only those outcomes with many studies were able to accommodate an additional categorical variable. Three dimensional figures effectively captured the strength of the relationship between scientifically relevant characteristics and the response. Inclusion of prediction intervals in those figures allowed inference on the expected response given, say, an individual's age and expected daily dose. Finally, the figure also clearly illustrated the distribution of evidence over the region of scientifically-important factors. An example of this approach is provided in Figure 1 , where the standardised mean difference (SMD) in homocysteine between intervention and control is a function of dose and average age.
Conclusions:
The meta-analyst should consider including effect-size response curves as summary measures of effect. The addition of prediction interval surfaces adds to the clinical utility of figures and estimates. Utilisation of interactive data and figures published online would allow researchers and clinicians to actively explore the evidence for meta-analysed interventions. Adding this utility to published meta-analyses would also encourage a more coordinated and purposeful effort to address gaps in evidence over important effect modifiers. The examples presented here rely on study-level data, and could suffer from ecological fallacy. Ideally, individual patient data would be used for effect-size surface estimation. The Systematic COronary Risk Evaluation Older Persons (SCORE-OP) algorithm is developed to assess 10-year risk of death due to cardiovascular disease (CVD) in individuals aged !65 years. We studied the performance of SCORE-OP in the European Prospective Investigation of Cancer Norfolk (EPIC-Norfolk) prospective population cohort. Purpose: 10-year CVD mortality as predicted by SCORE-OP was compared with observed CVD mortality among individuals aged 65-79 years in the EPIC-Norfolk cohort. Methods: Individuals aged 65-79 years without known CVD were included the analysis. CVD mortality was defined as death due to ischemic heart disease, cardiac failure, cerebrovascular disease, peripheral artery disease or aortic aneurysm. Predicted 10-year CVD mortality at baseline was calculated by the SCORE-OP algorithm and compared to observed mortality Abstract Number: 46 Figure 1. rates. The area under the receiver operator characteristics curve (AUROC) was calculated to determine discriminative power. Calibration was tested by ratios of predicted vs observed mortality and by the Hosmer Lemeshow test. Results: A total of 6,590 individuals (45.8% men) with a mean age of 70.2 years (standard deviation 3.3) were included. The predicted mortality by SCORE-OP was 9.84% (95% confidence interval (CI) 9.76-9.92) and observed mortality was 10.20% (95% CI 9.52-11.04). AUROC was 0.63 (95% CI 0.60 0.65), and X2 was 3.3 (p = 0.92). When stratified by age and sex, SCORE-OP overestimated mortality in younger individuals (65-69 years) and underestimated mortality in the older age-sex groups (70-79 years), Figure 1 . Conclusion: SCORE-OP overall accurately estimates the rate of CVD mortality in a general population aged 65-79 years. However, while calibration is excellent, the discriminative power of the SCORE-OP is limited, and as such cannot be readily implemented in clinical practice for this population. Figure 1 . Ratios of predicted and observed 10-year CVD mortality Bars represent the ratio between predicted 10-year CVD mortality using SCORE-OP algorithm / observed 10-year CVD mortality by age and sex groups.
